Categorization-based diagnosis, which endeavors to be consistent with the third-person, objective measures of science, is not always adequate with respect to problems concerning diagnostic accuracy, demarcation problems when there are comorbidities, well-documented problems of symptom amplification, and complications of stigmatization and looping effects. While psychiatric categories have proved useful and convenient for clinicians in identifying a recognizable constellation of symptoms typical for a particular disorder for the purposes of communication and eligibility for treatment regimes, the reification of these categories has without doubt had negative consequences for the patient and also for the general understanding of psychiatric disorders. We argue that a complementary, integrated framework that focuses on descriptive symptom-based classifications (drawing on phenomenological interview methods and narrative) combined with a more comprehensive conception of the human subject (found in the pattern theory of self), can not only offer a solution to some of the vexed issues of psychiatric diagnosis but also support more efficacious therapeutic interventions.
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Even today when the important historical revelations from dissenters and critics are more readily accessible, there remain issues of serious concern that need to be addressed [8] [9] [10] [11] [12] [13] [14] [15] [16] . These are concerns regularly raised by psychiatrists themselves and not only by critics and conspiracy theorists who tend to overlook the cases of those who have benefitted from psychiatric care. Many psychiatrists freely admit and expose the limitations of aspects of the various current psychiatric models in their struggle to adapt them to better serve the interests of those under their care [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] .
Pressures from the wider society, from the medical establishment and from within psychiatry itself to justify psychiatric practice according to the measures and standards of medicine, we propose, have not only contributed to psychiatry's crisis of legitimacy but have also distorted understandings of the psychiatric subject, thereby undermining the efficacy of psychiatric practice from diagnosis through to treatment. Unlike medical practice which can call on blood tests, scans and physical examinations to determine the cause of ill-health, to reduce the possibility of misdiagnosis, and to evaluate cases where there may be symptom amplification, psychiatry's means and measures have been much more uncertain. While there is reason to hope that genetics and neuroscience are going to deliver the kinds of hard-science certainties previously only the occasional privilege of physical medicine, in our view, there will still remain much that goes beyond genes, neural activation and brain scans. 1 Furthermore, even if the findings were able to establish clear correlations between genes, neural states and mental illness, what remains to be understood in every case will be the subjective experience of the person under consideration -what it is like to have such states and how these states impact on the various aspects of a patient's life. In this paper, we want to pursue a thought that has been around at least since the time of Jaspers [32, 33] , namely, that naturalistic explanations of mental illness relying on neurochemistry, neuroimaging and neurobiology, that is, third person accounts, need to be brought into a more rigorous engagement with first person phenomenological accounts to optimally capture the sometimes anomalous experience of those living through psychiatric disorders. 2 Phenomenologist and psychiatrist Karl Jaspers, wary of the common tendency to reify categories and classifications, noted long ago, "classification has only a provisional value. It is a fiction which will discharge its function if it proves to be the most apt for the time" [32, 33] . In this paper, we take up some of Jasper's insights and integrate these into a new approach. As an alternative to medicalized classificatory systems such as the DSM, we present the case for using the Pattern Theory of Self (PTS) combined with phenomenological methods of interview, which, we argue, do justice to the phenomena and the lived experience of those suffering anomalous experiences. This approach, based on enactive (embodied, embedded, and phenomenological) conceptions, addresses issues such as the pitfalls of possible misdiagnosis associated with fixed diagnostic categories, and the dehumanizing effects of the structured diagnostic checklist, through the use of a "rich diagnosis" centered on the multi-dimensionality of lived experience. Furthermore, this approach returns a significant measure of epistemic responsibility to the individual suffering disordered or anomalous experiences.
In brief, the alternative we are proposing avoids biological or neurological reductionism as well as the denial of subjective psychological distress found in extreme versions of social constructionism. How then do we proceed? While diagnostic categories may serve a useful purpose by fulfilling the role of a "field guide" 3 as a first basis for a working identification, we will argue that an integrated framework that focuses on descriptive symptombased classifications (based on phenomenological interview methods) combined with a more comprehensive conception of the human subject (found in PTS), which incorporates both phenomenology and the cognitive sciences, will offer a solution to the well-documented problems of psychiatric diagnosis and treatment. 1 Thomas Insel, for example, writes: "I spent 13 years at NIMH really pushing on the neuroscience and genetics of mental disorders, and when I look back on that I realize that while I think I succeeded at getting lots of really cool papers published by cool scientists at fairly large costs -I think $20 billion -I don't think we moved the needle in reducing suicide, reducing hospitalizations, improving recovery for the tens of millions of people who have mental illness. I hold myself accountable for that" [29] . 2 See Thomas Fuchs' recent book Ecology of the Brain, for a thoroughgoing analysis of the origins and deficiencies of neurocentric reductionism and how this is impacting on psychiatric theory and practice. The key insight he promotes is that "the brain is an organ of a living being, not of the mind" (p.v) [31] . The account we are advancing also coheres well with that proposed by psychiatrists Matthew Broome and Giovanni Stanghellini in their paper "Psychopathology as the Basic Science of Psychiatry" [26] . They also recognize that through the efforts to legitimate psychiatry the "object/subject of psychiatry" has been lost both to the detriment of the profession and most certainly to the detriment of the patient suffering mental health issues. See also Sass and Parnas [34] ; Colombetti [35] . 3 Thanks to Nick Haslam (University of Melbourne) for suggesting this analogy. Indeed, this is the way that diagnostic categories function even in phenomenological psychiatry. As one reviewer noted, phenomenological psychiatry focuses on certain psychopathological Gestalts (schizophrenia, melancholia, etc.), which can be viewed as categories in some sense of the term. Such Gestalts entail prototypical cases at the center of the category with a diminishing typicality toward the boundaries of the category where it may overlap other categories. Our proposal is not to eliminate these psychopathological Gestalts but to situate their clinically informed use in a broader and more comprehensive conception of the human subject.
Clearly, the most obvious benefit of accurate categorization is in identifying those individuals who are a danger to themselves and others and those who are not; those who warrant confinement and those who can exist with support in the wider community. There may also be considerable relief for the sufferer and their family to have a diagnosis and therefore a potential pathway for treatment. This will most likely be the case for many disorders, but will be more complicated for those with significant associated social stigma such as schizophrenia. Categories also facilitate easier communication between mental health professionals, provide justification for research funding, and serve as an efficient means of ascertaining eligibility for pharmaceutical interventions, health and welfare services, insurance, and also culpability with regard to the law.
Despite the above-mentioned benefits, there is the very real and persisting concern of accuracy in categorization-based diagnosis, arising from demarcation problems when there are comorbidities, which is most often the case, 4 along with the well-documented problem of symptom amplification [36, 37] . Stigmatization and looping effects 5 will also complicate any diagnostic process [38, 39] . There is also the issue of conflict of interest when there is adaptation of diagnostic assessments to match the criteria needed for access to services, for pharmacological interventions, for insurance and for research funding. And this last issue puts immense pressure on the interviewing psychiatrist not only because of the inadequacies of fixed diagnostic classifications themselves but also because the psychiatrists may be forced into morally invidious situations. And we can add to these concerns the fact that categorization-based diagnostic approaches have been and may continue to be susceptible to social and political agendas. As long as the categories continue to be reified and regarded as a definitive assessment of the mental state of the patient, these issues will persist.
The proponents of a phenomenological or descriptive approach argue that focusing on symptoms keeps the information relevant to the individual and is less susceptible to arbitrary decisions and socio-political interference [40] [41] [42] [43] . 6 This approach is also better equipped to identify mental health issues in the prodromal stage and to take account of contexts and changes in patients over time. Those opposed to this approach, however, argue that it is too superficial and cannot address the causes of the mental disorder. Thus, treatments will be "band-aid" only, not getting to the basis of the disorder. And furthermore, the advantages of the categorical approach, it is argued, are reversed or become impossible to clinically implement in this pure symptomatological approach.
In their essay "The Secret History of the ICD and the hidden future of the DSM," psychiatrists Fulford and Sartorius [44] expose some of the key philosophical and political tensions surrounding the historical debates with regard to the often opposing priorities of the categorization-based theoretical (etiological) approach and the phenomenological-descriptive (symptom-based) approach to psychiatric classification. They offer a careful historical corrective of the various contributions to the classificatory systems for the ICD and identify Audrey Lewis, the later Head of The Maudsley School, as the originator of the suggestion to "eshew categories based on theoretical concepts" and focus instead on descriptive classification. Lewis also made the distinction between "public classification" and "private classification," 7 allowing thus for a flexible approach for private classifica- 4 This may be less of a problem for ICD-10, which is a hierarchical system, than for DSM classification. There are few psychiatric assessments which could claim a definitive diagnosis; for the most part they include comorbidities and "not otherwise specified" diagnoses. For the DSM, while exclusion criteria serve to an extent to reduce multiple diagnoses, all diagnoses are listed if the criteria are met. In contrast, for the ICD-10 a diagnosis with a code higher in the hierarchy will generally override any diagnosis with a code lower in the hierarchy, effectively avoiding multiple diagnoses for the one patient, but at the same time possibly ignoring symptoms that may be an important aspect of the presentation of the patient. 5 "Looping effects" is the term coined by Ian Hacking to refer to the impact that psychiatric classification has on the person classified; generally exacerbating and entrenching the symptomatology of the person as classified. He writes: "People of these kinds can become aware that they are classified as such. They can make tacit or even explicit choices, adapt or adopt ways of living so as to fit or get away from the classification applied to them ….. I have called this phenomenon the looping effects of human kinds" [38] . 6 Specifically, phenomenological approaches help to undermine reification which is sometimes the result of stringent (and often ideologically motivated) practices of classification, and which lends itself to arbitrary decisions and sociopolitical interference. The stand-out example is the category of "homosexuality" pre-1973. Phenomenological approaches, together with PTS, stay close to the description of signs and symptoms and avoid any overlay with fixed or ideological categorical definitions. 7 "'Public classifications [as Lewis explains] are the kind that are most valuable for epidemiological work, since we need to make comparisons of findings in different countries, and unless there is uniformity of usage, that is impractical'. [Whereas private classifications], by contrast, may be used by particular groups (including particular research groups, presumably) who have, '… a uniform background … and have agreed among themselves as to the usage of the [relevant classificatory] terms'." [44] . This analysis coheres well with the "field guide" approach mentioned earlier.
DOI: 10.1159/000499315 tions pragmatically tailored to specific domains, such as research or the clinical setting [44] . The big problem, according to Fulford and Sartorius, is not so much in the efficacy of descriptive symptom-based classification but that it has been used in domains where it is not suited. As they note, Lewis had already insisted that for the purposes of public classification, descriptive symptom-based classifications worked well. However, the problem has arisen in the use of descriptive symptom-based classifications for administrative purposes such as determining access to clinical care, for legal proceedings and also for research. They make the comparison with current physics where relativity maps the macro-physical world and quantum mechanics maps the micro-physical world; neither theoretical framework can account for both levels of reality [44] .
Aside from the issue of addressing the intrinsic complexities of mental illness, the DSM is an instrument that is also being made to serve different masters with very different priorities, furnishing researchers with verifiable categories and causes for investigation; clinicians with understanding and treatment strategies; insurance companies with assessment criteria of eligibility for claims; service providers with clear eligibility criteria for pharmacological treatments and welfare support; the legal system in determining responsibility and in protecting the individual and wider society from potential harms; and ultimately the person suffering anomalous experiences whose basic right to self-determination may be called into question [23, [45] [46] [47] . The key question is whether we need an entirely different assessment system which can answer the needs of all these different players or whether we accept that this is an impossible task and aim for variations in assessment methodologies that are workable in different contexts, but perhaps not theoretically and pragmatically consistent? Or, is there another way of re-conceptualizing the issue of psychiatric assessment? Our suggestion is that while the categorical frameworks are useful as a tentative guide which will necessarily be revised as more information comes to light and as the experiences of the patient under consideration evolve or devolve, a more comprehensive and accurate understanding of anomalous experience is achievable through a "rich diagnosis" as we detail below.
In psychology and psychiatry, invoking reductionist theories of causation, natural kinds and classificatory frameworks have proven to be at best of limited value in understanding and treating mental disorders. Parnas and Gallagher [48] set out the problem of the categorialclassificatory checklist approach thus: "The psychiatric object is typically portrayed as an objective, thinglike entity, unproblematically graspable as it exists 'in itself' through a behaviorist third-person perspective and as being indicative of a specific and modular physiological dysfunction." This oversimplification of the "psychiatric object" and the epistemological reductionism involved in the Structured Diagnostic Interview as initially established through the DSM III's project to operationalize diagnosis [49] , they propose, are key to the crisis of legitimacy in psychiatry. As they explain, this crisis in confidence is evident in the redirection of research funding away from the traditional narrow diagnostic categories towards broader domains of psychopathology and neuroscientifically verifiable behavioral constructs, such as the NIMH Research Domain Criteria [RDoC] [50] . And while it is widely acknowledged that the RDoC is effective for research, it is not helpful for clinicians. The upshot is that clinicians remain stuck with the evaluative deficiencies of the DSM checklists [17, 18, 26, [51] [52] [53] .
We acknowledge that the DSM has undergone various evolutions. Notably DSM III (1980), which abandoned the purely typological approach of DSM II based on causal-etiological investigations, for one that emphasized precise description of criteria in terms of clusters of symptoms, organized under 5 Axes [49] . It is interesting to note that despite the fact that with Axis IV, social and environmental factors are given recognition as integral to this supposed biopsychosocial model, the emphasis remained on the biological; as Scharfstein coined it this model was in effect the biobiobio model [54] . The change from prototypes to criteria-based diagnoses was later adopted by ICD-10. Both systems are now focused on phenomenological-descriptive assessments and protocols oriented towards categories without fixing these solely in terms of etiology. Such a positive change, notwithstanding, we suggest that a further evolution is needed, as we outline in the following sections.
Karl Jaspers' Phenomenological Approach
Karl Jaspers' text General Psychopathology [32, 33] remains an important reference in psychiatry [55] . Jaspers offers a balanced and optimistic approach to addressing the imperfections of psychiatric theory and methodology. The reason why classifications must only be granted provisional status is that, as Jaspers writes: "It is difficult to bring diagnostic order … into shifting phenomena which continually keep merging into one another…." [32, 33] . Typologies, thus, can enhance "our understanding at any time of the essential connectedness of many phenomena but [they deal] with ideal forms to which reality only more or less approximates" [32, 33] . Distinctions between types, or diagnostic categories, are not definitive, nor is the distinction between what would be considered "normal" or "abnormal." Indeed, it is clear that Jaspers' aim was antithetical to the whole idea of the DSM, i.e. to establish a definitive system of classification and a neurobiologically justifiable explanation of psychopathology. Jaspers was aiming for neither theoretical nor methodological closure [32, 33] , but rather, his priority was to establish an open attitude of compassionate, empathic attention to and curiosity about the experience of the person appearing before him while at the same time recognizing the impossibility of fully grasping the other person's experience and world. The person who ultimately knows her own experience, is the patient herself; the interviewing psychiatrist's role is to facilitate disclosure, to clarify where possible on the basis of their training and experience, and to negotiate a means of allaying suffering.
Jaspers' methodology was informed by three principles. First, he employed some of the strategies of phenomenology so as to focus on the lived, first-person experience of the patient. Phenomenology 8 brackets out causal explanatory frameworks whether from biology, neurology or theories of unconscious forces such as psychoanalysis. Second, he promoted the distinction, originally advanced by Dilthey, between causal explanation which draws on the strategies and technologies of medical science, and psychological understanding, the establishment of a meaningful rapport between psychiatrist and patient for interpreting the patient's behavior and experience. For Jaspers explanation and understanding were complementary but distinct. Furthermore, Jaspers was interested in understanding the whole person, not just in establishing a precise symptomatology. Importantly, all the classifications he described included the social dimension and remained tentative and always open to revision. The third principle focused on the relationality of psychopathological phenomena. According to Jaspers, and contrary to the then current view, method and fact are interdependent. He writes: "We obtain our facts only by using a particular method. Between fact and method no sharp line can be drawn. The one exists through the other. Therefore, a classification according to the method used is also a factual classification" [32, 33] . And later he writes: "…. classification of method introduces an order into observed facts which is in accordance with the order of those facts… [and moreover] classification is a task which never finishes" [32, 33] .
We argue, in the following sections, that the PTS combined with the methodology of a phenomenological interview 9 offers a viable means to implement Jaspers' phenomenological approach. This approach is also in line with Merleau-Ponty's observation that illness involves an altered way of being in the world, and is, accordingly, a "complete form of existence" [63, 64] . 10 Specifically, we propose to extend and expand the interpretative framework developed in contemporary phenomenological psychiatry which understands schizophrenia as a self-disorder, understood specifically as a disorder of ipseity or the minimal self [58, 34] . Employing PTS, we argue that all psychiatric disorders are self-disorders, understood in a wider sense to mean varied disorders in self-patterns. 11 As Parnas and Gallagher put it:
Psychiatry needs a framework that will help characterize the more complete picture (the positives as well as the negatives) of how illness has made the patient's life different. This would provide what we might call a rich diagnosis. The kind of practice needed to get this diagnosis, the attempt to gain a deeper understanding of the complete form of existence, is one that looks at the human as an extended system -an embodied and embedded living system dynamically and enactively related to its surroundings -and that takes this system as the unit of analysis [48] .
Such an approach represents a significant reconfiguration of the manner in which the "psychiatric object" is 8 The term phenomenology has various usages. Above it is used to refer to the tradition originating with Edmund Husserl which places "lived experience" at the core of its modus operandi, eschewing "the natural attitude" of common-sense assumptions and theoretical commitments overlaying experience. Phenomenology as a philosophical/psychological practice goes beyond the way the term is commonly understood within analytic philosophy and classical cognitive science which equate it with "the what-it-is-like to have an experience." What is often overlooked in the latter focus are the further implications of this "lived experience," such as the importance of firstperson perspective, situatedness, and the enactivist intervolvements across different dimensions. 9 There are a number of interviewing methodologies inspired by phenomenology: the EASE by Parnas et al. [58] ; and some that originate in the work of Francisco Varela [56] , the elicitation interview by Pierre Vermersch [57] and the micro-phenomenology interview by Petitmengin [59] , Petitmengin & Bitbol [60] . For reviews of such methodologies see Olivares et al. [61] , Høffding and Martiny [62] .
DOI: 10.1159/000499315 perceived and treated; s/he is no longer conceived in causal, mechanistic and reductive physicalist terms, but in the full dynamical multidimensionality of the person immersed in a meaningful world. 12 This approach coheres well with Jaspers' view, respecting the first-person reports of the patient suffering anomalous experiences, and enabling a precisely targeted assessment of the individual which not only tracks changes but also, through compassionate attention, simultaneously serves as an aspect of treatment [30] . This approach also goes some distance in resolving a number of issues for psychiatric assessment such as vagueness and the demarcation problem with regard to comorbidities [68] , stigmatization [69, 70] , and symptom amplification [36, 37] . Appeal to PTS circumvents these issues because it is not making any interpretive judgment based on diagnostic categorical classifications, such as "these symptoms indicate schizophrenia and not depression." In this way, the challenge of demarcation when there are comorbidities, one of the most difficult aspects of diagnosis, is no longer an issue. This alternative method is only noting aspects of the self-pattern that are challenged or interrupted in the 1st person experience or in 3rd person observation (including neurological observations), and these may be present as much in the experience of the "normal" as in the "abnormal." Stigmatization is thus also less likely.
The Pattern Theory of Self
What constitutes "self" remains a notoriously contentious issue within philosophy, psychology, and psychiatry. In the history of philosophy and psychology, there has been the assumption that "self" is a persisting, unified, and transparent locus of experience and that factors external to the embodied self are contingent and adventitious, whereas factors internal to the embodied self are more essential and definitive. Traditionally "self-disorders" have been more narrowly confined to the sense of loss of unity, transparency and agency. Interestingly, beyond the classical Humean and Buddhist views, the question as to whether there is even such a thing as a "self" has been motivated by recent neuroscience. Metzinger [71] , for example, claims that there is no real self, but only a model generated by the brain's neuronal processes. 13 The relation between self and brain continues to be an open question. Northoff and Bermpohl [72] , Northoff et al., [73] , and Northoff and Panksepp [74] , for example, have identified the cortical midline structures (CMS) as being the location correlated to self-referential processes in the brain. However, alternative interpretations propose that not only is the CMS not exclusively correlated with self-specific processes [75] but that "the self is both everywhere and nowhere in the brain" [76, see also [77] [78] [79] , which suggests that the self is neither reducible to particular brain processes nor neuroscientifically unimportant. And so, just as locationist theories in the history of psychiatry seeking the correlative lesions in the brain for specific types of mental disorder have remained impossible to sustain, so too the efforts to find the precise neural correlates of selfhood and self-disorders remain elusive.
A more dynamical perspective has recently been taken up by Fingelkurts and Fingelkurts [80] . They found significant correlations between severity of symptoms in major depressive disorder (MDD) and increased connectivity within each module of the self-referential brain network "contributing to excessive self-focus, rumination and body-tension" [80] . Rather than neural correlates, however, they stress that "it is important to keep in mind that the three aspects of selfhood, indexed by the three operational modules [self-focus, self-reflection and selfrelated emotions], are not entities that simply modify something that has its own independent existence, but rather together form a dynamic pattern, that as a whole constitutes a complex selfhood…." [80] . Just here they reference PTS [81] ; see also [30, 82] .
In many theories of the self, just one thing is identified as self; for example, the self just is the minimal experiential self, or the ecological self, or the self as an object of reflective self-consciousness, or the social self, or the narrative self (see Strawson [83] for an extended list of different conceptions of self). This clearly indicates that the concept of self can include many different things. PTS is a pluralist approach that includes a variety of self-aspects and encompasses the concerns of both internal and external approaches. It eradicates the need to locate a self-disorder as either internal to the subject or external, out there in the social world. According to PTS, self is not limited to internal or external elements; it is not any one of these elements, nor is it a simple list or collection of elements. The self is a pattern, a dynamical gestalt, and what is important is the connectivity and the dynamical relations of the self-aspects [84] . PTS not only clarifies and demonstrates the compatibility of the various inter- pretations of self, but also has the potential to afford a versatile and adaptable instrument for applied domains such as psychiatry.
PTS proposes that what we call self consists of a complex pattern of factors or contributories, none of which on its own is sufficient to any particular self. Accordingly, what we call "self" is a cluster concept which includes a sufficient number of characteristic features to constitute a pattern. According to PTS, selves operate as complex systems that emerge from dynamical interactions of constituent elements. The dynamical relations or interactions among the various factors are important for defining the pattern as a dynamical gestalt that can change over time. The list of elements or aspects, which may take on different weights and values at different times, should not be read as a list simpliciter, but as a set of relata which help to define a dynamical pattern [80, 83] . The relata include the following elements.
1 Embodied aspects -general physical health, and core biological aspects that have a direct effect on one's life, e.g. CNS, autonomic and hormonal functioning, sleep patterns, diurnal rhythms, as well as sensory-motor (ecological) processes which allow the system to distinguish between itself and what is not itself, including the egocentric (body-centered) spatial frame of reference, which grounds a first-person perspective, and contributes to specifications of possible actions in peripersonal space.
2 Experiential aspects -to the extent that such embodied factors are conscious, one's experiential life includes a pre-reflective, embodied consciousness characterized by the first-person perspective, and the senses of ownership (mineness) and agency which incorporate various sensory-motor modalities, such as proprioception. These aspects, tied to a first-person perspective, form the experiential core of what is usually called the minimal self (or minimal self-awareness) [85] .
3 Affective aspects -temperament and emotional dispositions reflecting a particular mix of affective factors that range from very basic and mostly covert or tacit bodily affects to typical emotional expressions [86] .
4 Behavioral aspects -behaviors and actions make us who we are -behavioral habits reflect, and perhaps actually constitute, our character. This is a classic view that goes back at least to Aristotle.
5 Intersubjective aspects -including the very basic capacity for attuning to others found in infancy [87] , and more developed forms of self-consciousness, e.g. a sense of self-for-others [88] ; a self-conscious recognition of oneself as being oneself as distinct from others, as well as the sense of being part of a group or community. This also includes non-conscious aspects of the social self originating in intersubjective/social interactions [89] .
6 Psychological/cognitive aspects -including reflective self-consciousness, self-evaluation, one's conceptual understanding of oneself, personality traits. These aspects get interpreted within the dominant theories of personal identity that point to psychological continuity, memory, and representational accounts of identity [90] .
7 Narrative aspects -on some theories, selves are inherently narrative entities and for some theorists, narratives are constitutive of selves [91] . Self-interpretation has a narrative structure and recursively reflects (and often reinforces) the self-pattern.
8 Extended/situated/normative aspects -we identify ourselves with stuff we own [92] , and with the technologies we use, the institutions we work in, etc. This includes structures and environments that shape who we aresuch as family, culture, and normative practices. Such things may become incorporated into the sense of self and can become key to self-identification.
The key point is that the self cannot be reduced to any one of these aspects. Indeed, one or more of these elements can be disrupted, as we might find in various psychiatric disorders. But a pattern, that is, a self, remains as long as there are a sufficient number of elements remaining in dynamical relations. 14 Although it is philosophically interesting to ask whether any one of these elements is necessary or essential, 15 for psychiatric purposes it is more relevant to ask under what circumstances any particular aspect gets disrupted, and how that disruption changes the dynamical pattern itself. That is, if memory and narrative are challenged in Alzheimer's disease, or if the sense of agency is disrupted in some forms of schizophrenia, or bodily control in Parkinson's disease or catatonia, nonetheless, a self-pattern or self-identity, in some form, persists and can be supported by the remaining aspects more or less effectively. At the same time, with a change in any one element, above a specific threshold, the self-pattern as a whole (as a complete form of existence) can change, in the same way that a dynamical gestalt changes when any part of it changes. For ex- 14 In some extreme cases, a self-pattern may be entirely disrupted -for example, in some cases of torture, or as a result of prolonged solitary confinement [43, 93] . 15 The most obvious candidates for being essential to the self are the embodied and experiential aspects of the self-pattern, and these are interdependent. Following Merleau-Ponty, we can say that any account of perception is also an account of embodiment, not only in the specificities of that body, but also in that we are always "this side of our body," i.e. there is the sense of ownership or mineness in non-pathological experience. Nonetheless, for a full account of "self" more is needed. DOI: 10.1159/000499315 ample, with Alzheimer's syndrome, as a direct result of the disruption to memory the affective dimension and intersubjective relations will be altered because the patient may not recall the significance of an individual in their earlier relations -that the individual is in fact his daughter or had been a person who had exploited or betrayed them. So too cultural and normative practices that were held dear or were a habitual aspect of the person's engagement in the world may drop away entirely or may only be episodically in evidence. Nonetheless, as indicated above, if there are enough of the aspects of the selfpattern functioning in a sufficiently coherent manner, the person is still recognizable as being the person he was. PTS thus ensures a non-reductive and non-deflationary account of self that takes the pattern to be pragmatically, scientifically real 16 while eschewing both the traditional notion of the atomistic, Cartesian soul-self and the reductive physicalist self found in much current science.
Why might PTS present anything new and advantageous in regard to psychiatry compared to what is already on offer? Increasingly, many mental health disorders are recognized as being disorders of the self, which can be interrogated across multiple dimensions. For example, there have been insightful investigations of disrupted selfexperience, self-identity or self-agency in schizophrenia [26, 34, 58, 96, 97] , disturbed bodily experience in schizophrenia and other disorders [96, [98] [99] [100] [101] , as well as in analyses of depression and anxiety [102, 103] which draw on phenomenological and enactive concepts of self entirely compatible with PTS. The PTS thus offers a unified theoretical framework for analyzing and tracking the evolution of these self-disorders [104] .
We can learn about such changes or transformations of a self-pattern from what the patient reports, e.g. she may report (or her reports may reflect) the loss of a sense of agency, as in some schizophrenic symptoms, or in addiction, without losing other basic experiential elements that are part of a self-pattern. The patient may report or exhibit loss of certain psychological and cognitive abilities, such as the ability to recall their earlier life (amnesia; Alzheimer's disease), and they may have undergone character or personality changes that may be reflected in their narratives. In such cases, some degree of self-identity and autonomy may continue to be supported by the minimal bodily and experiential aspects, by intersubjective relations and/or extended aspects in their surroundings. In the case of depression, the patient may reveal thinking that reflects disorders in mood and affective processing as well as disrupted processes connected to the sense of agency and identity. Depressed patients can experience self-alterations, identity changes, and they will attempt to integrate these changes into their life by trying to understand the reasons they are feeling this way. They will typically report feelings of inevitability, inability, helplessness, desperation, self-loathing, and the incapacity to work, to act, to think clearly [105] [106] [107] [108] [109] . In various depressive narratives, alterations in what Matthew Ratcliffe [102] calls existential feelings can be mapped out across different components of the self-pattern [98, 99, 107, 110] . In a variety of ways, these problems or symptoms may be reflected in a patient's narratives. It is also possible, however, that narrative structures, including temporal and syntactical structures, may be disrupted, for example, in schizophrenia [111] [112] [113] [114] or depression [103, [114] [115] [116] [117] or dysnarrativa [118] . 17 This is a complication discussed in the next section where we suggest that selfnarratives may reflect all of the other elements of the selfpattern.
In taking the notion of a self-pattern to be the basis of a non-reductive approach to understanding psychiatric disorders, we do not intend to exclude objective thirdperson measures such as genetics and neuroscience, or to downplay the importance of brain function, which at a certain level of analysis underpins many of the aspects of a self-pattern. 18 Indeed, on a complementary third-person approach one can say, as Fingelkurts and Fingelkurts [80] suggest, that changes in neurophysiology can "index" changes in the self-pattern, complementary to the way that narrative reflects such changes [84] .
The list of elements or contributories to, and the dynamical relations within the self-pattern can be used to specify most if not all aspects relevant to symptomology in psychiatric cases, as well as the general sense of self of those not requiring psychiatric interventions. In this way, it is possible to situate individuals on a multi-dimensional continuum, so that there are no longer sharp distinctions between the supposedly "normal" and the "abnormal"; anyone may be challenged with regard to any aspects of their self-pattern, to greater or lesser extents. The key question becomes: Are any of the chal- 16 See the discussion of real patterns in Dennett [94] and Haugeland [95] . 17 The inability to tell and understand stories often found in cases of Korsakov's Syndrome and Alzheimer's Disease. 18 For example, with regard to something like MDD, there may be genetic predisposition [119] ; likewise, there may be objectively measurable hippocampal shrinkage [120] . In addition, there may be high uptake or turnover in serotonin [121] . Any such biological changes, i.e. changes in the embodied aspect, will have an effect on other aspects of the self-pattern. Although in various therapeutic contexts it may be obvious or more fruitful to focus on one or other of these elements/factors, and indeed, there may be more than one therapeutic practice that can address different factors and different pathologies, we will focus here on a narrative route into the pattern as a way to map the disorders of the self. Self-narratives in some sense reflect, explicitly in content, or implicitly in form, all of the other aspects of the self-pattern [122] . Narrative is thus a means of retrieving, disclosing, temporally mapping, and connecting all the other aspects. In psychiatric contexts, it is one key to tracking both the evolution of the disorder and the therapeutic process. Furthermore, we propose that narrative can be put to use in therapeutic contexts in the form of a second-person phenomenological interview.
Narratives that focus on the first-person experiences of the narrator, generated in interactive contexts of conversation or in semistructured interviews have immense value across all medical contexts [123] . Indeed, we may learn about other aspects of the self-pattern precisely through a patient's narrative, not only in terms of narrative content (what the patient tells us about herself), but also in terms of narrative form (how the patient does the telling [124, 125] . Importantly, outside of any psychiatric context, some subjects may experience their lives in a less coherent and more episodic manner than most other people [126] . In such cases, the narrative aspect may be diminished as part of the self-pattern; nonetheless, we can still say that self and self-identity persist, supported by and tracked according to the other aspects of self.
More positively, in therapeutic contexts, a patient/interviewee may incorporate any new awareness, such as becoming more aware of her body, or any new adjustments in her life, into her continuing narrative. We can formalize the use of narrative in therapeutic contextsnot just in the sense of using a narrative therapy [113, [127] [128] [129] [130] , but also in conjunction with other therapies [122, 130] . In this regard, formalizing the use of narrative involves accessing the patient's first-person experience by using a second-person method, namely, the phenomenological or microphenomenological interview (see the next section). Phenomenological interviews are second-person or intersubjective, not only in the obvious sense that they involve a dyadic interaction between interviewerphysician and interviewee-patient, but also in the sense that much of what the patient discovers and expresses in her narrative emerges only in the expression of it to the other person, the interviewer-physician, who is attempting to understand. In such cases, we can say that the processes that lead to these detailed descriptions or narratives are not private mental procedures, but intersubjective, interactive accomplishments. This kind of intersubjective narrative dynamic has direct application to clinical reasoning in various medical and therapeutic practices -physical medicine, psychiatry, physical therapy, psychotherapy [131, 132] .
Narrative is playing a double role in the therapeutic context. First, as the part of the self-pattern that is reflective of other parts, it is a window or mode of access (for both patient and therapist) into the pattern, and a way to explore the precise details of the self-pattern. This is the role of narrative that allows for its formalization in the second-person phenomenological interview. Second, as part of the pattern itself, and because of the dynamical nature of the pattern, a change in self-narrative can recursively effect a change in the pattern as a whole. 19 In this respect, narrative is like other elements in the self-pattern that may be useful in therapy, since any change in any of the elements of the self-pattern may have an effect on the pattern as a whole. For example, bodily practices (in movement or dance therapy, or body psychotherapy) may also facilitate a change to the pattern as a whole. Behavioral changes, cognitive changes, or changes made to the patient's environment may also serve this purpose.
It is important to note two complications that may arise with respect to a patient's self-narrative, even as it may get developed in phenomenological interviews. First, as mentioned above, the structure (and not just the content) of a patient's self-narrative itself may be affected by a particular disorder. This can both provide clues to the therapist, and make the patient-therapist relation more challenging. In more severe cases, this may be the most challenging aspect of psychopathology for the psychiatrist, as Jaspers himself realized [32, 33] . Second, in some cases, changes to a patient's self-pattern (e.g., some personality changes) may not be apparent to the patient and may not show up in the patient's narrative. The therapist, using methods of phenomenological interview, can explore other aspects of the self-pattern (espe-DOI: 10.1159/000499315 cially intersubjective and extended/situated aspects) to bring the patient to an awareness of these changes in a way that will allow for them to be incorporated into the self-narrative. It is revealing to compare and contrast DSM-5 categories with data from case studies and patient interviews and narratives to see how they line up with the various elements of PTS. This strategy was proposed by Dings and de Bruin [133] in relation to their work on the therapeutic use of deep brain stimulation 20 in cases of obsessive-compulsive disorder (OCD). They mapped the DSM-5 definition of OCD onto PTS and found that all aspects of the symptomatology were mapped perfectly in PTS. Following that strategy, and drawing on case studies, vignettes, and phenomenological reports, we have devised an integrated mapping of the symptoms of MDD according to the descriptors of DSM-5 onto the PTS (Table 1). Not only did all the DSM symptomatology for MDD map onto PTS, but, in addition, case studies and first-person reports of depressed persons reveal significant gaps in the DSM-5 descriptors.
Phenomenological Interviews
The phenomenological interview methods (examples of which include the Examination of Anomalous Self-Experience -EASE [58] , the elicitation Interview [57, 147] , and the micro-phenomenological interview [59, 148] ) aim to facilitate enhanced awareness of subjective experience for the purposes of precise description. Both the enhanced awareness and the precise description rely on skills requiring training or guidance because of the inherent difficulties of accurately communicating first-person experience. Such an approach is not new; it is prefigured in the Buddhist traditions of shamatha-vipassana meditation and also in neurobiologist Francisco Varela's initial elaboration of the need for such a method [56] . 21 Unlike the meditative situation, which does not require communication and concerns only the experience of the meditator, the interview involves two individuals each bringing their own expectations and understandings to the process. And this is why for the interview to achieve its aims of accessing and understanding the experience of the interviewee, the interviewer must minimally have an attitude of good will and furthermore establish an adequate level of empathic availability towards the interviewee [25, 32, [150] [151] [152] .
Even if empathy is established, this does not make the process "foolproof." There will still be challenges since ambiguities, change, and interpretation are in the very nature of first-person experience. For these reasons, the investigation of subjective experience has been historically regarded with much suspicion on the part of those seeking the supposedly objective standards of science. As Varela and Shear rightly point out, however, this first challenge of fallibility applies to all methods, including scientific methods. 22 They write:
Indeed, no methodological approach to experience is neutral, it inevitably introduces an interpretative framework into its gathering of phenomenal data. To the extent that this is so, the hermeneutical dimension of the process is inescapable; every examination is an interpretation, and all interpretation reveals and hides away at the same time. But it does not follow from this that a disciplined approach to the experience creates nothing but artifacts, or a "deformed" version of the way experience "really" is [150] .
In order to render first-person experience scientifically useful, it must be first accessed and then communicated; and so precise description becomes paramount and such precision in the psychiatric interview is not easily achieved for a number of reasons, and this represents the second significant challenge. In general, even with subjects who are not suffering anomalous experiences, becoming aware of our subjective experience is difficult for a number of reasons: firstly, our attention is usually dispersed rather than focused; secondly, our attention is absorbed in the external world and events, and so selfawareness remains tacit; and finally, there is the fact that our engagement with the world is primarily pre-reflective and pragmatic (involving knowing-how rather than knowing-that) and not easily put into words [63, 64, 59, 100, 153] .
The third challenge in becoming aware of our subjective experience is that there is often a confusion between experience and representation of the experience; "not only do we not know that we do not know (how our 20 For another phenomenologically inspired investigation into DBS see de Haan et al. [134] ; and its ethical implicatons, see Lipsman and Glannon [135] . 21 See Lutz, et al. [149] for an early implementation of these ideas and methodologies in scientific experiments; also Olivares et al. [61] . 22 As noted above, phenomenological methodology and various forms of phenomenological interview have been used in experimental designs. Although Husserl conceived of phenomenology as a transcendental project (which he called a rigorous science), he also recognized its relevance to empirical science, as a form of phenomenological psychology, for example. Our claim is consistent with this: phenomenology is both extremely pertinent to and vindicated in the scientific investigations of the mind and psychopathology.
DOI: 10.1159/000499315 cognitive processes take place), but we believe that we know -we have a mistaken representation of our cognitive activity" [57] . Drawing on Vermersch and Piaget, Petitmengin describes two effects of these misapprehensions; firstly, a deforming effect in that we tend to replace the description of the experience with a description of a representation of the experience; secondly, a concealing effect so that when aspects of the experience do not conform to our expectations as represented to ourselves, we discard or repress them. In order to access the experience itself it is thus necessary to let go of or bracket the representations, beliefs, judgments and internal commentaries. 23 As the various versions of the phenomenological interview recommend, a trained guide/interviewer is of benefit to overcome these tendencies and to constantly redirect the attention of the interviewee back to the experience itself; not to become caught up in abstractions, justifications, or explanations of the experience but just to disclose the experience as lived in a particular time and place. Various versions of the phenomenological interview have detailed a number of strategies 24 for achieving this presence with the lived experience drawing on Buddhist psychology, Eriksonian language, 25 mainstream psychological practice and neurolinguistic programming. As Høffding and Martiny [62] in their review of the various phenomenological interview approaches assert, it may not be necessary to establish an authentic re-living or re-enactment of the original experience, which is the aim of the micro-phenomenological interview, but rather to attain sufficient understanding of the experience of the interviewee so as to discover the invariant phenomenological structures of the experience [62] .
Converting the subjective experience into language is yet another challenge. Because the interviewee is asked to move from lived experience, perhaps pre-reflective lived experience, to the reflective mode, there is a danger that the verbalization may interfere with the grasp of the experience. The interviewee must find his/her own words to express the experience, and this may be difficult or even impossible. These are some of the challenges of accessing pre-reflective experience with individuals who are not suffering anomalous experiences, and so in the context of a psychiatric assessment all of these challenges are escalated.
In the ground-breaking article on EASE (Examination of Anomalous Self-Experience, [58] ), by psychiatrist Josef Parnas and his team, general guidelines are given for conducting an effective phenomenological interview. They stress that there are intrinsic difficulties in any interview process concerning anomalous experience for a number of reasons: the patient may never have communicated his experience to anyone previously; the experiences may be as described "fleeting" and "ineffable"; the patient may not have the verbal repertoire to articulate his experience; the experience may be pre-reflective or of a more general background sense of awareness, and thus indeterminate; the patient may also have an acute sense of humiliation to be having such experiences. Parnas et al. [58] , also defend the special value of the use of metaphor in the context of the psychiatric interview in allowing pre-reflective experience to become reflectively accessible. Establishing an appropriate level of empathic resonance is also necessary. As Parnas et al. [58] write: "… it is mandatory to try and establish a neutral, yet caring rapport with the patient, and ideally to provide the patient with the possibility to act as a partner in a shared mutually interactive exploration" (p. 238), in other words, as we mentioned above, according the patient an important measure of epistemic responsibility alongside that of the psychiatrist.
Parnas and his colleagues demonstrate how this interview technique could be applied in the case of schizophrenia. Because they propose that schizophrenia is predominantly a self-disorder of the minimal self, the protocol they have devised reflects primarily these aspects. In terms of PTS, this protocol relates to the experiential aspects of self. In this regard, Parnas et al. [58] have identified five key aspects which are challenged in schizophrenia: cognition and stream of consciousness; self-awareness and presence (sense of self and immersion in the world); bodily experience; demarcation/transitivism (loss of permeability of self-world boundaries and self-other boundaries); and existential re-orientation (solipsistic or religious delusions, magical ideas, grandiosity). These are 23 Anyone familiar with Buddhist meditational techniques will recognize these difficulties and the respective "antidotes." 24 Staying focused on the particular and avoiding slipping into generalizations, justifications and explanations; regular reformulation of the experience as described, thereby bringing the interviewee back to the task of describing the lived experience; being attentive to the sensory, embodied aspects of experience by evoking the context and the different sensory modalities as a way back into the experience -then refocusing on the manner (the how) of the experience rather than the content (the what). While this is very familiar territory to Buddhist meditators, what is interesting is that a similar approach is also found with Husserl's "phenomenological conversion." He writes: the conversion is achieved by diverting attention from the objects which appear to the consciousness towards the subjective modes of appearance of these objects (Husserl, 1913 /1950 , 1925 /1962 ). 25 As Høffding and Martiny describe, Eriksonian open questions do not "presuppose more knowledge than they aim to gather, whereas closed questions introduce biases in their formulation and already suggest possible answers to the questions, as well as concepts useful for verbalizing them" [62] . then mapped out with variations and indicators according to incidence and severity. It is easy to see that in this mapping, these aspects of experiential self-awareness are already in relation to other aspects of the larger self-pattern. Phenomenological interviews, based on the EASE scale, have demonstrated that disturbances in self-experience aggregate with schizophrenia, which makes it one of the most difficult psychiatric disorders to treat [154, 155] .
Conclusion: Benefits and Challenges of This Alternative Approach
While we have only sketched here the basic outline of this approach, we hope this is sufficient to gain an appreciation of its potential in the situation of psychiatric assessment. The physician/interviewer will be able to track the evolving lived experience of the patient/ interviewee as it is expressed through and maps onto the self-pattern. So, rather than relying solely on fixed categories such as schizophrenic, autistic or paranoid, it would be possible to simply record or explicate in narrative form the specific self-pattern, the extent or incidence of difficulties with regard to the embodied, experiential, intersubjective, etc. aspects of the self-pattern and their relations.
As we have argued, when the categories are not reified, the categorical approach does have value as a tentative, revisable "field guide." Nonetheless, we propose that the alternative approach we have detailed above has a number of distinct and significant advantages over diagnostic categorization tools such as the DSM: first, because this alternative approach is describing symptoms according to the PTS and not trying to fit the symptoms into a particular psychiatric category, the issue of demarcation with regard to comorbidities becomes a nonproblem and possible misdiagnosis is avoided; second, the problem of symptom amplification is reduced if the interviewer is sufficiently aware of when the interviewee is shifting from embodied utterances to disembodied utterances -the latter indicating more likelihood of exaggeration and confabulation; 26 third, because these aspects of self apply both to those who would otherwise be categorized as "normal" and those who have anomalous experiences, the negative consequences of looping effects and stigmatization are potentially eliminated -mental health/illness can be measured along a continuum and is multidimensional; fourth, because of the continuum and multidimensionality measurements, investigations into the prodromal phases of mental distress would find such an approach useful; fifth, this approach is able to take account of changes, context, 27 and all key modes of lived experience and is thereby able to track the evolution and devolution of the individual's experience; sixth (ideally), because access to services, insurance, and medication will not depend on fulfilling the criteria of a diagnostic category, there will no longer be conflict of interest for psychiatrists; 28 seventh, it avoids the dehumanizing effects of the structured interview checklist and returns a significant measure of epistemic responsibility to the individual suffering anomalous experience, rather than deferring to solely neurobiological measures or the expertise of the psychiatrist; eighth, it gives recognition to the possibility that someone might have very good mental health while at the same time have a mental disorder; ninth, goals and aspirations according to each aspect of self can be negotiated between the interviewee/patient and the interviewer/psychiatrist so that evolution can be tracked and, importantly, the individual can regain a sense of power and purpose in their life; and finally, the assessment itself, building on and transforming the patient's self-narrative, engenders insight and through the positive effects of compassionate attention serves a therapeutic purpose.
There are, of course, some drawbacks. Extra training is required in the phenomenological interview method.
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Furthermore, the interviewing process itself requires significant investments of time on the part of all parties. Nonetheless, given the scandalous direct and indirect costs that mental illness has already generated, such an investment would undoubtedly be cost-effective in the long-term.
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